Reducing the burden of postnatal maternal mental health problems is an international public health priority. We developed What Were We Thinking (WWWT), a psychoeducation programme for primary postnatal health care that addresses known but neglected risks. We then demonstrated evidence of its effects in a before-and-after controlled study in preventing maternal postnatal mental health problems among women without a psychiatric history participating in the intervention compared to usual care (AOR 0.43; 95% CI 0.21, 0.89) when conducted by specialist nurses. Testing its effectiveness when implemented in routine primary care requires changes at practitioner, organizational and health system levels. This paper describes a programme of translational formative evaluation to inform the protocol for a cluster RCT. Following the UK Medical Research Council (MRC) Guidance for evaluating complex interventions, we conducted a translational formative evaluation using mixed methods. Collection and analysis of postnatal health service documents, semi-structured interviews, group discussions and an online survey were used to investigate service provision, consumers' needs and expectations, clinicians' attitudes and clinical practice, and the implications for health service delivery. Participants were expectant parents, health care providers, health service managers and government policy makers. Results documented current clinical practice, staff training needs, necessary service modifications to standardize advice to parents and include fathers, key priorities and drivers of government health policy, and informed a model of costs and expected health and social outcomes. Implementation of WWWT into routine postnatal care requires adjustments to clinical practice. Staff training, modifications to service opening hours and economic implications for the health system also need to be considered. The MRC Guidance for developing and evaluating complex interventions is a useful framework for conceptualizing and reporting translational formative evaluation, which is an essential step in the evidence trajectory. The results of the evaluation will inform the protocol for a cluster RCT of WWWT and associated health economic evaluation.
INTRODUCTION
The life phase of pregnancy, childbirth and early parenting presents a need and an opportunity for mental health promotion and prevention of mental health problems. Becoming a mother, especially for the first time, places great demands on a woman's psychological resources and women are also closely in touch with health services. Up to 13% of mothers of infants in high-income countries experience clinically significant symptoms of depression (Buist et al., 2008; O'Hara and Swain, 1996) . Anxiety and adjustment disorders are prevalent and problematic (Ross and McLean, 2006) , but less well recognized. In 2012 in Australia, 'postnatal depression' had a cost burden estimated at AUD114 m, including health and social care costs and productivity loss, and 11 584 disability-adjusted life years (Deloitte Access Economics, 2012) .
The Australian Government has committed to broadening the health system to include prevention (Australian Government, 2010) and there is growing recognition that there is 'no health without mental health' (Prince et al., 2007) . Herrman et al. (Herrman et al., 2005) argue that a comprehensive mental health system includes population-based initiatives to promote mental health and prevent mental disorders.
Increased understanding of the determinants of mental health is strengthening the theoretical foundations for prevention. Mental health is governed by multiple interacting factors (VicHealth, 2009) . Successful interventions to reduce risks are often complex because they involve change in the individuals responsible for delivering as well as receiving them (Craig et al., 2008) . Complex interventions present challenges for implementation in practice. In addition to individual practitioner behaviour change, change at organizational and health system levels is also required (Armstrong et al., 2013) . Successful implementation rests on translation of evidence into decision-making about policy and resource allocation (Grimshaw et al., 2012) .
What Were We Thinking (WWWT) is a complex psychoeducation postnatal mental health programme to prevent common mental disorders including anxiety, depression and adjustment disorders among women who have recently given birth. The WWWT programme provides essential knowledge and skills to parents of first infants to address two important but neglected risks to mental health: unsettled infant behaviour and adjustments to the intimate partner relationship.
WWWT is designed for implementation in usual postnatal primary care by trained primary care nurses. It uses adult learning principles in a 1-day session with groups of mothers, fathers and their 4-6 week-old first babies. The 'About the Baby' component includes information about infant temperament and sleep needs, and skills for implementing sustainable settling strategies. The 'About the Parents' section fosters skills for re-negotiating the unpaid workload of infant care and household tasks in nonconfrontational ways. Each of the 15 learning modules is supported by an interactive 'worksheet' . A folder of plain-language, illustrated materials is used during the session and taken home by each family for future reference. We have promising pilot data when delivered by specialist nurses and now require evidence of effectiveness when translated into practice by nurses in their local settings.
Implementing a promising complex preventive mental health intervention
The UK Medical Research Council (MRC) Guidance (Craig et al., 2008) for the development and evaluation of complex interventions describes four elements which usually take place in a non-linear manner. We applied the MRC Guidance to the development and evaluation of the WWWT programme (Figure 1 ).
Element 1 development
We developed WWWT by generating and synthesizing evidence of previously neglected risks to mental health among women who have recently given birth, identifying relevant theory and modelling the expected process and outcomes of the intervention.
Australia's unique residential early parenting services (REPS) provide structured programmes to teach infant settling skills in a supported environment. We found that among women who were admitted, more unsettled infant behaviour and poorer quality of the partner relationship, characterized by criticism and rigid gender stereotypes about the division of household labour, were each independently associated with more severe and sustained maternal mental health problems (Fisher et al., 2011a) . Unsettled infant behaviours include prolonged episodes of crying, resistance to soothing, difficulties settling to sleep, waking after short sleeps and frequently overnight, which contribute to parental fatigue and distress. Poor quality of the intimate partner relationships is a wellestablished risk for postpartum mental health problems in women (Scottish Intercollegiate Guidelines Network (SIGN), 2012).
Ten surveys of cohorts of women admitted to REPS have been conducted, which show that admission is associated with sustained reductions in unsettled infant behaviour and maternal symptoms of depression and anxiety after discharge (Fisher et al., 2011a; Fisher et al., 2011b) . In community settings, treatment of sleep problems in 8-month-old infants with a behavioural intervention, tested in a cluster RCT, was associated with improvements in maternal mental health (Lam et al., 2003) and no adverse effects on child development, emotional wellbeing or parent-child relationship at 6-year follow-up (Price et al., 2012) .
Successful prevention relies on addressing modifiable risks, but most universal programmes for the prevention of postnatal mental health problems have been unsuccessful (Dennis and Dowswell, 2013) . We argue that this is because they lacked sophisticated theoretical foundations that specify the risks that were being targeted, or neglected salient modifiable risks altogether . Of the many factors that govern maternal mental health, unsettled infant behaviour and adjustments to the partner relationship are both potentially modifiable and have been neglected in preventive interventions. These two risks are therefore targeted directly in WWWT. A comprehensive summary of the published evidence and the theoretical rationale for WWWT has been published before .
Element 2 feasibility and piloting
We investigated expectant parents' anticipated preferred professional sources of emotional support after the birth of their babies. First time parents seek consistent information from a trusted source and contact with others at the same life stage . Evidence of the benefits of WWWT when facilitated by specialist practitioners was generated in a before-and-after controlled study in seven local government areas in the Australian state of Victoria. In the study, 210 women received only care as usual and 189 were also offered WWWT facilitated by a specialist nurse. In women without a psychiatric history, adjusting for sociodemographic characteristics, reproductive history, and baseline measures of duration of infant crying and fussing and maternal mental health, the odds ratio for a Composite International Diagnostic Interview (CIDI) diagnosis of depression, anxiety or adjustment disorder was 0.43 (95% CI 0.21, 0.89) in the intervention compared to the control group. There was no apparent harm to the mental health of women with a psychiatric history or to the maintenance of breastfeeding. The programme was evaluated highly by most of the 82% of women participants who completed an anonymous post-WWWT programme evaluation survey: most had increased knowledge about infant temperament (83%), sleep needs (94%) and settling strategies (93%); 72% could talk more effectively with their partners and 66% already had increased confidence .
We have completed MRG Guidance Elements 1 and 2 and now need to generate practice-based evidence of effectiveness of the WWWT programme.
Element 3 evaluation
Element 3 of the MRC Guidance recommends research to investigate change processes and to assess costs and outcomes. Process evaluation of the contexts in which complex interventions are implemented is vital for the translation of evidence into wide-scale public health practice (Moore et al., 2014) . O'Hara et al. (O'Hara et al., 2013) describe this as 'translational formative evaluation', which involves environmental analysis, and stakeholder consultations.
Understanding and responding to processes of change in professional practice, infrastructure and policy are essential parts of translation (O'Hara et al., 2013) . Glasgow et al. (Glasgow et al., 2003) argue that situational and environmental factors support or impede these changes. The availability of sufficient time and resources, practitioner training needs, feedback and incentives, and infrastructure and systems organization act together to moderate the effectiveness of interventions in different locations. Two key considerations for translating WWWT into practice are fostering participation of fathers in postnatal care (Barclay and Lupton, 1999) and the contention surrounding advice to parents about responding to unsettled infant behaviour (Fisher et al., 2011b) . Addressing both factors is essential to the success of this implementation.
Assessing programme costs and outcomes enables decisions about dissemination (MRC Guidance Element 4) to be evidence-based.
In this paper we describe a programme of research to inform the link between the WWWT feasibility and piloting findings (MRC Guidance Element 2) and implementation in postnatal nursing services in order to test its effectiveness in a cluster RCT (MRC Guidance Element 3).
Aim
To conduct translational formative evaluation of the context for implementation in the Australian State of Victoria of WWWT, a complex intervention for the prevention of common postnatal mental disorders, depression, anxiety and adjustment disorders, using the 2008 UK MRC Guidance. Objectives 1. To analyse environmental and situational contexts and change processes; 2. To build a model to assess potential costs and outcomes of the intervention.
METHODS
The postnatal primary care nursing service is known as Maternal and Child Health (MCH) in Victoria. Multiple methods were used to investigate situational barriers, facilitators, processes of change, policy environment and funding model, and to assess programme costs and outcomes (Table 1) .
Ethics approval
Approvals to conduct all studies were obtained from the Human Research Ethics Committees of The University of Melbourne or Monash University. Informed consent to participate was obtained from all participants.
Data sources and procedures
Diverse data sources were used separately and in combination to address the objectives of the evaluation.
Document review
Publicly available documents accessible on Australian and Victorian Government Department websites and resources provided by government contacts were reviewed. This informed an understanding of the platform of MCH service delivery, current and emerging health policies, other relevant service initiatives, and drivers to policy change. A range of print and online parenting resources was identified and the breadth of current professional and lay advice about unsettled infant behaviour was assessed. The scholarly literature was searched using a pre-specified search strategy and reviewed to identify and assess the evidence for the contested professional and public discourses about causes of and responses to unsettled infant behaviour (Fisher et al., 2011b) .
Semi-structured interviews, discussion groups, online survey and roundtable forum Five separate projects were conducted and the results of each have been published.
MCH nurses responded to invitations to contribute to
research about parent-infant mental health promotion and prevention and current clinical practice in postnatal mental health, which were distributed to all Victorian MCH nurses by their coordinators. Informants participated in a semi-structured interview or small group discussion. Questions addressed nurses' conceptualizations of perinatal mental health; risks to mental health of clients in their area; the role of MCH nurses in prevention of mental health problems; advice to parents about infant sleep and settling; barriers to change in current practice regarding inclusion of fathers in postnatal care and unsettled infant behaviour; and needs and preferred formats for in-service professional education . 2. Men and women expecting their first baby and attending childbirth education classes in rural and metropolitan public hospitals were invited to participate in single-sex group discussions about anticipated needs and preferred sources of mental health information and support after the birth of their baby ). 3. Government and health service stakeholders were recommended by advocates in the relevant government departments and our clinical and research networks and invited to participate. Interviews were conducted with MCH coordinators and health service managers from regional and metropolitan local governments, and with policy officers who had diverse seniority and policy portfolios in relevant state government departments. The intention was to achieve a diversity of perspectives and opinions. Questions sought informants' views about the evidence requirements, suitable indicators of programme costs and outcomes, perceptions of drivers and barriers to change in local and state government, and the current health policy context (Wynter et al., 2013) . 4. Online survey. All Victorian MCH nurses were invited to participate in a survey about current clinical practice in maternal mental health. A representative sample was achieved. The survey questions were informed by existing international evidence about potentially modifiable risk factors for postnatal mental health problems, and by themes emerging from the semi-structured interviews and small group discussions . The survey was piloted by research staff and health professionals to ensure face validity (Wynter et al., 2015) . 5. Roundtable forum. Participants were identified from our networks and invited to contribute to a roundtable discussion about understanding and managing unsettled infant behaviour. Professionals and consumers from metropolitan and rural regions in four Australian states attended. Participants represented research and clinical practice; diverse disciplines, including paediatrics, general practice, MCH nursing, midwifery, lactation consultancy and social work; and represented health service sectors, professional associations, advocacy groups and different philosophical positions. The roundtable forum was professionally facilitated. Detailed notes were recorded by participants, the facilitator and researchers, and collated by a • Health professionals: semi-structured interviews, discussion groups • Health system decision-makers: semi-structured interviews research assistant who was also present. The findings identified the range of views and sources of knowledge regarding professional and public responses to unsettled infant behaviour. The findings of the roundtable forum and review of the parent resources and scholarly literature were published in a national discussion paper. The document was signed by all roundtable participants as endorsement that it represented the state of knowledge about unsettled behaviour from their perspective (Fisher et al., 2011b) .
Procedures
Discussion groups were audio-recorded and transcribed; responses to semi-structured interviews were either audiorecorded or detailed notes were taken. Interviews and discussion groups ceased when saturation of data had been achieved and no new material was forthcoming.
Data analyses
Documents and peer reviewed literature were reviewed and assessed by HR and JF. All recordings, transcripts and notes were reviewed by at least two members of the research team and, in an iterative process, themes were identified and coded. Thematic analysis was discussed in research meetings, where any discrepancies were resolved. Analysis of online survey results was conducted in SPSS.
RESULTS
The findings of the evaluation are a synthesis of evidence from electronic and printed documents and information from key stakeholders, including parents-to-be (n = 22 women; 16 men), health system decision-makers responsible for Victorian MCH services (n = 9), health professionals (n = 25), and MCH nurses working in postnatal primary care services (n = 21 interviews; n = 343 online survey). The data were analysed and combined to answer translational formative evaluation questions regarding environmental and situational contexts at the consumer, health service delivery and health policy levels ( Table 2 ).
Situational analysis
The Australian Government responded to the burden of mental health problems associated with childbearing with an internationally-unique initiative. This has led to modifications to perinatal health service delivery in recent years.
Australia's policy response to perinatal mental health The National Perinatal Depression Initiative 2008-2013 (NPDI) (Australian Government, 2008) provided funds to states and territories to invest in services for improving women's perinatal mental health. The NPDI recommendations emphasize secondary prevention, or screening women for depressive symptoms at regular intervals during pregnancy and the postnatal period and referring them for Government, 2011) . The service has a comprehensive approach to the promotion, prevention and early detection of physical, emotional or social factors affecting the health and development of young children and their families. The MCH service is staffed by registered nurses with midwifery qualifications and postgraduate training in MCH nursing (Kruske and Grant, 2012) . The Key Ages and Stages (KAS) Framework platform of care provides for a schedule of visits to a MCH nurse in the first years of life and includes a programme of First Time Parent (FTP) Groups. The groups are attended mostly by women, but not men, and are an opportunity to improve parenting skills and form social relationships among peers (Hanna et al., 2002) . The focus of MCH care is predominantly the child. However, the Maternal Health Check is conducted at 4 weeks postnatal and includes psychosocial assessment using a depression screening instrument and specific enquiry about intimate partner violence. Prior to the NPDI, maternal mental health was not a documented focus of MCH care.
MCH care workload and postnatal mental health problems MCH nurse informants stated that nurses devote considerable clinical time to managing maternal mental health problems, which present in ways including concerns about infant development, sleep and settling or intimate partner relationship. Additional nursing tasks include extra appointments, phone calls and counselling to attend general practice, early parenting services or psychiatrically-designated mother baby units. This work is not formally quantified, but one informant estimated it at 30-50% of MCH of nurse workload. This suggests that a focus on prevention of maternal mental health problems should be recognized in the MCH platform of care.
Extending MCH care to include prevention of mental health problems All nurse informants regarded MCH practice as encompassing promotion, prevention and treatment, consistent with the findings of Kemppainen (Kemppainen, 2012) . Many had a comprehensive understanding of social risks to mental health in their clients, including absent or unsupportive partners, women's high expectations of themselves as mothers but limited prior experience of caregiving, isolation, fatigue, poverty and poor housing, short postnatal hospital stay and cultural norms. Informants frequently identified unsettled infant behaviour and conflicts in the partner relationship as undermining maternal mental health. Most nurses welcomed the opportunity to include WWWT in their practice .
Inclusion of men in MCH care
Men expecting their first child who participated in discussion groups expressed the need for relevant postnatal skills and information . WWWT is designed to meet these needs and includes opportunities to learn about infant care and skills for successful adaptation to changes in the intimate partner relationship. This relies on including fathers in usual postnatal care, nurses having the skills to meet men's needs and service operating hours being flexible. Most nurses professed willingness to include fathers, conceded that this rarely occurs in current practice, and wanted to understand and respond better to the barriers to attendance that men face. One identified the need to investigate the perceived barriers that men who are reluctant participants in postnatal services themselves identify. However, some recognized their own or others' unwillingness to include men because of personal or professional exposure to violence or emotional abuse perpetrated by men. Others cautioned about some nurses' unwillingness or inability to work outside normal office hours .
Identifying professional and community discourses about unsettled infant behaviour
At least one in four Australian families experiences problematic infant crying (Hiscock and Jordan, 2004 ) and up to one in three experiences difficulties with infant sleep (Hiscock, 2010) . These problems contribute to poor maternal mental health (Lam et al., 2003) , increased parental help-seeking (McCallum et al., 2011) and health service costs (Quach et al., 2013) . A key objective of WWWT is to improve parents' skills in using age-appropriate infant behaviour management strategies to prevent unsettled infant behaviour, increase caregiver confidence and improve maternal mental health . However, MCH nurses confirmed that there is professional and public debate about whether the use of these strategies for babies under 6 months old is appropriate.
To investigate this further we convened a roundtable consultation with 25 health professionals and advocates from diverse disciplines and philosophical positions and conducted reviews of the academic literature and parenting resources (Fisher et al., 2011b) .
Information and professional advice to parents about the management of unsettled infant behaviour is varied, sometimes contradictory, informed by differing philosophies, beliefs about developmental capacities of infants and appropriate parental care, and is confusing to parents (Fisher et al., 2011b) . Broadly the approaches to the problem can be grouped into two positions on a spectrum and labelled as 'intuitive parenting' (IP) at one end and infant behaviour management (IBM) at the other end (Fisher et al., 2011b) . The review of the literature revealed that the sources of knowledge for the IP position are predominantly personal and clinical experiences and theories about parent-infant relationships, but limited systematic evidence from research trials to test interventions based on these theories (Fisher et al., 2011b) . The IBM position is based on psychoeducational theory that caregiving skills can be strengthened by education and practice, and theories of infant development about the value of providing infants with predictable patterns of daily care that will enhance their sleeping pattern. Evidence for this position is derived from clinical experience but predominantly from research evidence published in peer reviewed journals (Fisher et al., 2011b) .
MCH advice for parents about unsettled infant behaviour
The MCH nurses who participated in interviews, discussion groups and the online survey stated that a substantial part of their clinical practice is advising parents about unsettled infant behaviour. They revealed considerable diversity in their practice and many highlighted the importance of responding to differences in individual infants and family preferences. Diverse terms were used to describe the strategies that nurses recommend to parents. Among responses to the survey which referred to a specific settling strategy (n = 96), at least 25 different strategies were mentioned. Opinions about the use of IBM strategies for babies aged under 12 months were inconsistent. Varied sources of knowledge that contribute to clinical practice in this area were cited, including personal preference and experience, advocacy materials and the academic literature, and some participants identified discrepancies in their own and others' personal and professional opinions which were difficult to reconcile. Despite all Victorian MCH nurses having had training in evidence-based infant behaviour management strategies, implementation in practice is imperfect and some nurses were regarded as maintaining practices of 2-3 decades ago (Wynter et al., 2015) .
Despite this, many participants confirmed that there would be few or no barriers to implementing a programme in FTP groups to teach IBM practices to all parents of newborn first babies, and it was suggested that the advice should be part of the KAS platform. However, some caution was expressed because of perceived unwillingness of some MCH nurses to embrace this change, any future requirement that IBM advice be universal rather than according to individual family need, and conflicting cultural practices, beliefs, and language barriers among clients. There was a view that a Clinical Practice Guideline would increase consistency of care and reduce parents' confusion .
MCH training needs and preferences
Interview participants confirmed that continuing professional development is essential, because evidence is dynamic and nurses frequently work in isolation. Preferences for self-directed learning in an online format but also opportunities to learn in groups with colleagues were displayed. The findings from the discussion groups, interviews and online survey informed the content of a WWWT training programme for MCH nurses who implement WWWT in their practice as part of the cluster RCT.
Modifications to postnatal health care delivery to include WWWT The 6-hour WWWT programme is intended to be incorporated into the FTP Group schedule. To maximize the attendance of fathers it is to be offered on a Saturday with groups of parents and babies by WWWT-trained nurse facilitators. Government stakeholders valued the opportunity that WWWT training would provide for professional development for MCH nurses and standardization of advice for parents. However, the changes present organizational and cost implications for health systems.
Analysis of health finance and policy environment

Investment in prevention
Policy officers who participated in interviews supported health system investment in prevention. They recognized the importance of early childhood, the rapid neurological development in the first 3 years of life, and the impact of early experiences of caregiving on later well-being. They confirmed that strategies to improve maternal mental health and optimize experiences for all children in the early years of life are likely to have benefits to the community as well as to individuals.
However, these informants cautioned that the value of investment in prevention depends on the accumulation of later benefits. A clear disincentive to investment was the perception that the financial benefits of preventive programmes may accrue outside rather than within the sector in which the initial investment was made. For example, a preventive programme in MCH services might have community benefits, or cost savings to secondary or tertiary health services or to education or social protection sectors. However, these benefits might not be evident or valuable to the responsible state government departments or the local governments who jointly funded the initiative.
Postnatal health care for families All informants recognized health services' obligations to include men in postnatal health care but identified persistent barriers. Renaming the service in Victoria to include 'families', and enabling flexible opening hours were regarded as necessary to meeting community needs.
Policy context
The policy atmosphere in which the Victorian MCH service operates is complex and dynamic. Coincidental initiatives include Victoria's obligations and potential commitments under the NPDI, the recently-revised KAS platform of care, two separate MCH initiatives to address intimate partner violence and sleep problems in older babies, and implementation of the 'Safe Sleeping Checklist' to prevent sudden unexplained deaths in infants (Victorian Government). All informants referred to the extra demands created by services' continuous need to initiate and respond to change.
In response to a government inquiry (Victorian Government, 2012), a review of the MCH service has commenced as part of a comprehensive reform agenda to improve outcomes for children and families who are vulnerable because of poverty, unemployment, drug addiction, mental health problems, disability, violence, abuse or neglect. This presents challenges for balancing policy priorities between universal versus targeted approaches, and for a universal programme such as WWWT to demonstrate that it includes and assists vulnerable families as well as those in the mainstream. Low literacy, DVD, smartphone app and professionally-moderated blog versions of WWWT have been created in order to increase programme reach.
Building a model of health and social outcomes
A key component of establishing the feasibility and acceptability of scaling up the WWWT programme (MRC Guidance Element 4) is a comprehensive assessment of the resource implications and expected outcomes. In collaboration with a health economist, we developed a theoretical model. It was derived from established economic theory, the specific attributes of the WWWT programme, and information from decision-makers in the health systems responsible for MCH services in Victoria (Ride et al., 2014) .
The model describes the logic connecting the required inputs and the expected outcomes of implementing WWWT. It includes the direct costs of running WWWT groups in MCH services on Saturdays, and nurse training and programme resources. The proposed short-term outcomes of WWWT are improvements in maternal mental health, mother-infant and -partner relationships and quality of life, and lower health service use. These are expected to lead to improved childhood developmental outcomes in the longer term. DEECD policy officers emphasized the importance to their department, which is responsible for education as well as early childhood development services, of modelling indirect child outcomes at age of school entry. The model is the basis for the protocol for a health economic evaluation to be conducted as part of the cluster RCT (Ride et al., 2014) .
Implications of the findings for the trial protocols
The findings of the evaluation resulted in modifications to the intervention to add postnatal care from a WWWTtrained nurse for the first 6 months after birth to the original face-to-face seminar and printed take-home materials that was assessed in our previous study . The findings also informed the protocol for a cluster RCT including the context for implementing WWWT, the MCH nurse training programme, engagement with LGAs and inclusion of outcome assessments that are relevant to key stakeholders (Table 3) .
DISCUSSION
The results of this translational formative evaluation constitute a valuable example of preparation for implementation into practice of a complex mental health intervention for a cluster RCT to test its effectiveness. The evaluation demonstrates a comprehensive process over 4 years to engage consumers, health professionals and health systems, to describe the multi-level changes required for incorporating evidence-informed actions (O'Hara et al., 2013) for prevention of mental health problems in universal postnatal health care in Victoria, Australia. The results established the collective behaviours, staffing, job descriptions, decision-making, communication and reward systems at the organizational level, known collectively as the level of 'organizational readiness for change' (Weiner, 2009) , in the Victorian MCH service for the WWWT innovation or a similar prevention programme. We have also identified the potential mechanisms of change to the personal, professional, political and financial environment that inevitably accompany a shift in health services from a focus on early identification of illness and treatment to include prevention. The cross-sectoral engagement described in this research is essential for developing, evaluating and implementing successfully in primary care a complex mental health prevention programme.
Advancing postnatal mental health care
The results indicate that women and men expecting their first baby articulate high needs for education, emotional support and consistent advice about infant care . Australian women's participation in MCH services is almost universal, but a relatively recent social change is the involvement of men in perinatal health care (McKellar et al., 2008) . Many men attend antenatal clinics and/or Childbirth Education programmes with their partners during pregnancy (Fletcher et al., 2004) , and almost all men attend the birth (Vernon, 2011) . However, there remains a gap in perinatal education which occurs after discharge from hospital into the community. WWWT affords an untapped opportunity to meet the continuing needs of Relevant outcomes identified by policy makers and health service included in the protocol for the cluster trial and associated evaluation of costs and outcomes.
both parents for consistent, evidence-based information and skills after the birth.
MCH services work in a social model of health (Kruske et al., 2006) . They occupy an optimal position to act as credible, effective agents of change to address social risks to mental health of women who have recently given birth. However, provision of care that responds to social and psychological needs is time-consuming. Nurse participants in this evaluation confirmed Australian (Eronen et al., 2011; Shepherd, 2011) and international (Borjesson et al., 2004) evidence that nurses place high value on the additional clinical time that they spend attending to the emotional needs of parents in addition to conducting infant growth and development checks. However, they report that it is under-valued. This suggests that there is a need to recognize and quantify this work and to include a focus on prevention of maternal mental health problems in the MCH platform of care.
The results of the evaluation included nurses' preferences for professional education formats. The WWWT training programme provides opportunities for MCHNs to develop the specific psychological and group facilitation skills necessary for WWWT implementation.
Standardizing postnatal health care
WWWT relies on consistent postnatal health care regarding the inclusion of fathers and advice about preventing unsettled infant behaviour. The influence of personal experiences on nurses' willingness to include men in care and on the advice that they provide to their clients about infant sleep and settling, and the diversity of that advice, documented in this evaluation warrant attention. There is a pressing need for a systematic review of the evidence for benefits and harms of different approaches to understanding and managing unsettled behaviour.
The WWWT training programme for nurses is informed by the findings of this research. There are two components: an online active learning module provides relevant theory and evidence and two face-to-face workshops promote advanced understanding and skills for implementing WWWT into clinical practice. The barriers to implementation of WWWT in standard care that were identified in this research are directly addressed. The workshops give structured opportunities for clinicians to reflect on and modify the impact of their life experience on their professional work (Barnett, 2011) , to find solutions for including men in their practice and to regard themselves as potential agents of social change.
Universal implementation of an evidence-informed programme for prevention of mental health problems in women after birth has the potential to improve population mental health. The principles of health equity require that all parents have access to best practice care (Marmot and Commission on the Social Determinants of Health, 2007) . However, high-quality clinical practice is respectful of patient autonomy and supports individual families' decisions about whether or not to adhere to recommendations. Culturally-adapted versions of WWWT for Australian indigenous and newly-arrived families are being developed.
Health service informants recognized the potential value of the WWWT training programme for professional development for their staff. Addressing the potential barriers identified in this evaluation would assist the implementation of a Clinical Practice Guideline for prevention and management of unsettled infant behaviour were this to be recommended in future.
Health policy and financing
These research translation results articulate the political and financial realities of service provision and the potential for innovation, in a complex and dynamic policy environment. We identified a need for cross-department structures to share the cost of implementation of WWWT and the value of policy entrepreneurs to advocate for the programme. We have reported essential evidence generated in the evaluation in a discussion paper for wide dissemination (Fisher et al., 2011b) and a report to government (Wynter et al., 2013) .
Generating practice-based high level evidence of effectiveness
In addition to policy imperatives, resource availability and political processes, high level evidence from effectiveness trials (MRC Guidance Element 3) is a crucial component of decision-making about investment in health care initiatives (Jane-Llopis et al., 2011). The translational evaluation findings reported here informed the protocols for a cluster RCT of WWWT as delivered by WWWT-trained MCH nurses in randomly-assigned MCH centres in local government areas in Victoria Ride et al., 2014) . In the cluster RCT, data collection will assess programme effectiveness for the prevention of postnatal common mental disorders in women participants, and will populate the economic model to assess programme costs and outcomes. Process evaluation data will document the quality of programme implementation and fidelity. Because health systems can respond unpredictably to novel initiatives (Moore et al., 2014) , details about local contextual factors that might affect implementation and outcomes will also be collected (Craig et al., 2008) . Evidence of effectiveness as well as details about programme implementation, fidelity, reach, adoption, and contextual factors will be communicated to government . This evaluation has prepared the ground for implementing WWWT in practice in order to generate evidence of effectiveness in a cluster RCT (MRC Guidance Element 3). The RCT will also generate data for an evaluation of programme costs and outcomes, using indicators relevant to health systems and policy. However, evidence of clinical and cost effectiveness alone may not be sufficient to ensure sustained translation of WWWT into practice (MRC Guidance Element 4). This is likely to require solutions to potential 'innovation fatigue' and cynicism in health services (Baum et al., 2006) ; the dominance of the medical paradigm, which prioritizes detection and treatment above prevention, in health policy; and the relatively few voices in the policy community advocating a primary prevention approach (Baum et al., 2013) .
CONCLUSIONS
The MRC Guidance provides a useful framework for conceptualizing and reporting the development and evaluation of WWWT, a complex, evidence-informed primary prevention mental health intervention. Successful implementation in postnatal primary care requires individual, professional and health systems change. Progress can be driven by consumer demand for responsive health services, a MCH nursing profession committed to addressing modifiable social risks, and political will.
